bowel, only 4 inches long, was resected. The specimen was injected with micropaque and it was confirmed that one diverticulum filled with the contrast. On opening the bowel barium was seen clearly in the diverticulum. Following surgery the patient has not had any further re-bleeding. It seems that this technique could be valuable in sparing patients who are bleeding from repeated extensive surgery which might well result in short bowel syndrome. From the floor of the house some American experience was recounted confirming the value of this technique.
The final paper of the evening was presented by Mr M R Lock of the Gordon Hospital, London, and concerned work he had done in the department of the late Dr Rupert Turnbull of the Cleveland Clinic reviewing the case notes of 1089 patients with histologically proven Crohn's disease. The initial distribution of disease could be accurately assessed in 361 of these patients who underwent a primary intestinal resection between 1955 and 1973. These patients had been followed up for a mean of 11.4 years and the incidence of recurrence requiring further intestinal resection was examined by statistical and actuarial methods. The overall incidence of recurrence was 35% and the cumulative risk of recurrence at 24 years was as high as 54.8%. If the patients were divided into 3 groups, those with terminal ileal disease alone had 32.7% chance of recurrence, those with combined ileal and colonic disease had a 43.8% chance of recurrence and those with Crohn's disease affecting only the colon had only a 24.3% chance of recurrence. The greater incidence of recurrence with ileocolic disease persisted through subsequent second, third and fourth recurrences. Not only were there more recurrences in the ileocolic group, but the patients presented earlier with the disease and recurrences also occurred earlier. Actuarial analysis indicated that after 23 years the recurrence rates in all groups were likely to be the same. Some surprise at the high recurrence rate was expressed by the audience who wondered if the special nature of Dr Turnbull's referral practice, which was known to receive many difficult and complicated cases, was likely to have influenced the results of this study. Experience from Birmingham had suggested that in patients with ileocolic disease a panproctocolectomy with ileal resection and ileostomy had a lower recurrence rate than more conservative types of surgery. It was agreed that the recurrence was nearly always on the ileal side of the ileocolic anastomosis and there was some discussion about a possible 'faecal factor' in the causation of ileitis. The Reith Lectures -a welcome stimulus for reappraisal! The Annual General Meeting of the Section of General Practice on 20 May 1981 took memorable form, the BBC Reith Lecturer, Mr Ian Kennedy of King's College, London, making one of his three appearances at the Royal Society of Medicine during May (the 'Unmasking of Medicine' seems to have had a very stimulating effect on Fellows of the RSM) together with no less than three professors. Dr Luke Zander, President of the Section, introduced Mr Kennedy with the comment that though the profession's response to the Lectures had so far been rather negative. we had on this evening an opportunity to look to the future in the light of that 'provocation'. Mr Kennedy expanded some aspects of his lectures. He contested the validity of the equation 'Medical Care= Health' and emphasized the obvious contrasts that exist between the technical skills available and the necessary ethical and moral base which should control their use. He saw the power of professionals as a potential enemy of individual autonomy, and also wished doctors to examine more critically the nature of a profession which in his view should now allow a greater degree of 'consumerism', including recourse to an ombudsman after adequate audit and peer-group review. Whilst deploring litigation as any kind of solution, he did feel that the medical profession should be prepared to justify its actions more readily; sometimes difficulties arose from doctors' failure to communicate fully and clearly. Mr Kennedy drew attention to social changes involving egalitarianism and increased welfare provision, with the risk that acceptors of such help would be seen as socially devalued. He asked that doctors work more in the fields of health education, preventive medicine and occupational care, and noted the surprising failure of Governments to assess and to budget their actions in terms of their effects on the nation's health; the medical profession, among others, should seek to draw attention to this. Finally, he acknowledged that his ideas had not sprung entirely and alone from his Own thinking but had been partly a response to medical debate as well. Though much of the open medical reaction to his Lectures had been critical, he had noticed that some categories seemed to be more favourable -general practitioners, those in vocational training schemes, medical students and lay people generally.
Marshall Marinker, Professor of General Practice at the University of Leicester, challenged some of Mr Kennedy's analysis by looking at three questions.
First, what effect has the dominance of the 'disease model' had on the performance of medicine? He suggested that the concept of disease embraced much more than bioengineering models, and that general practice research now suggested models which contained elements not only from pathology, but also from the behavioural sciences. The 'disease' was nothing more than a model, without which the doctor could not proceed either to practice or to research.
The second question was 'Is scientific reductionism inimical to whole person medicine?' He suggested that some of the claims for holism in medicine were misleading and exaggerated. In the end, no doctor can comprehend the care of a whole person. Increasingly general practitioners have to learn to tolerate a fragmentation in their view of the individual and his problems, which embrace at one and the same time the physical, psychological and social view of 'what is wrong'.
The third question which he tackled was 'If we doctors are not scientists, then what are we?' Professor Marinker's talk ended with a plea not for less science but for more. In medicine the antithesis of science was neither art nor humanitarianism, but chaos.
Professor P J Huntingford of the Department of Obstetrics and Gynaecology of The London Hospital and St Bartholomew's Hospital, issued a passionate plea for deprofessionalization; he pointed out the barriers which doctors erect, the compounds to which they retreat when faced by 'real' people rather than by 'cases'. These barriers might possibly be suitable when exercising 'priestly functions' but were quite inappropriate when decisions about technical work had to be made, these being more properly shared with the people concerned. He noted the strange assumptions made by so many doctors -for example, that all women wish to be mothers, that childlessness always leads to unhappiness or that everyone desires to be disgustingly healthy and to avoid all risk. He hoped that doctors would be able to admit their mistakes without risk of litigation, compensation therefore needing to be made from appropriate central funds. He asked us to look at the 'deceit' whereby all doctors are trained as scientists, whereas the greater need at the sharp end is for technicians and for very few scientists. A new look at student selection would be helpful, and since the future doctor would need to be sensitive to the wants and needs of people, then selection by the 'consumers' might seem a rational course.
Professor David Metcalfe of the Department of General Practice, University of Manchester, asked for doctors to be 'enablers and providers', so that as patients' more fundamental needs were satisfied, they would have a wider area of choice as they progressed up their hierarchy of needs. He examined the teaching of ethics in medicine, finding little definition of objectives for such teaching -he offered for the basic aims that the doctor 'should be able to defend any patient's safety, dignity, comfort and autonomy'. In his opinion ethical teaching should run 'like a string' through the whole medical course, and teachers should discuss with students the ethical issues involved in each clinical problem they demonstrated. The best teachers of all could be the patients themselves.
Discussion was, if not fast and furious, prolonged and keen and threatened to postpone the buffet supper at Chandos House to the point of hypoglycaemia. The main areas explored included the degree to which medicine had advanced its 'sharing' attitude compared with other professions (not as much as nurses, some felt); how realistic was it to expect changes in 'no fault' compensation, or in the selection of medical students? How is it that medicine has failed to come up with productive hypotheses for research about people -the placebo effect and the will-tolive being examples?
The Section followed its usual practice by asking the speakers to wind up the debate. Professor Metcalfe still thought that our failures in sharing decisions with patients were the result of our failing to learn adequately about communication, and he remained unconvinced that medical ethics should be taught as any kind of separate discipline. Professor Marinker asked again for honesty in our dealings with patients, and suggested that the quickest way to change doctors would be to change patients, and here the new information systems could help people to know more easily the range of choices open to them. Professor Huntingford remarked that nurses appeared to give 'good things' to people, and doctors so often were seen as giving the 'bad things' -if doctors could act as if they had all the time in the world for each person they saw, then most of the 'aggro' would fade away.
Mr Kennedy concluded the session on an optimistic note: he claimed to have seen, as a result of his Lectures, changes in society as a whole and even in the audience at the RSM! He agreed that, in spite of his strictures about overscientific medicine, obviously there was a proper place for science in medicine though 'not where it is at present'. If a doctor has nothing to offer to a patient, then that may be tough both for the doctor and for the patient, but it had to be faced up to. He was firmly convinced that medical ethics should be taught by people 'not deafened by the rhetoric of medicine', who could help students to see that the doctor's role was to state the alternatives (this in itself needed a wide knowledge
Letters to the Editor Reconstruction of the breast after mastectomy From Professor L E Hughes and Mr i> J T Webster
Welsh National School of Medicine, Cardiff Dear Sir, The editorial by Mr C M Ward (May Journal, p 327) is an admirable and welcome review of this important subject. We are also convinced of the need to offer this benefit to women who have suffered the many stresses associated with breast cancer.
However, we believe that immediate reconstruction has advantages over delayed procedures in those patients who wish it. In particular, it saves two operations, and many women who would dearly wish to have reconstruction cannot face the prospect of a second period in hospital and a further major operation.
Our own approach over the past year has been based on the following precepts: (I) Radical or modified radical mastectomy, with adjuvant radiotherapy where indicated, provides maximal local disease control. There is no contraindication to immediate reconstruction in masking recurrence since local recurrence is uncommon and there is no benefit in early of medicine) so that the patient's consent to any procedure would be truly an informed consent. He ended by hoping for a new relationship between patients and doctors. At this point, one of the porters appeared to remind the President of the lateness of the hour, causing Mr Kennedy to refer to Banquo's ghost. Certainly, Macbeth's last words to the ghost of Banquo:
Hence, horrible shadow Unreal mockery, hence! pose an obscure challenge to our profession, and possibly obscure the real value of this meeting, which had in some depth 'explored the way forward', and had demonstrated a large measure of agreement about greater openness and sharing with patients, whilst acknowledging that this might well be painful both for consumers and for providers. At least one member of the audience came away feeling that the RSM was alive to real issues, that the Section of General Practice was alert to the responsibility of change and was ready to look outside itself for the agents of that change.
D G WILSON

General Practitioner
Bushey, Hertfordshire diagnosis should local recurrence occur after radical treatment.
(2) Reconstruction with a myocutaneous flap gives excellent soft tissue cover, and submuscular insertion of a silicone prosthesis minimizes any capsular contraction (we have not had any patient with this complication). We use either a latissimus dorsi flap or a flap based on the rectus abdominis muscle. We have developed this latter flap for breast reconstruction and the technique and results are being published elsewhere. There is also a place for local flaps together with subpectoral prostheses -especially in the patient with small breasts. But, if surgery is truly radical -and we believe this to be an essential prerequisite to immediate reconstruction -then a myocutaneous flap will usually be necessary.
Immediate reconstruction is offered to all patients with breast cancer and about 75% request the procedure. In a series of 40 cases the only complications have been related to infection. There is probably a slightly increased risk of infection over delayed reconstruction, but there is no contraindication to replacing the prosthesis later should this require removal.
We believe this to be a significant advance in
